Physicians have been warned, cautioned and admonished by their peers and others regarding their responsibility in the recogni tion, management and prevention of suicide (11, 12, 13, 14, 15, 17, 19) . However, less at tention has been paid to the broader cate gory of self-inflicted injury.
Motto and Green (14) found that 17 per cent of those who committed suicide and 40 per cent of those who attempted to do so had seen a physician within a month of their act, and that almost 50 per cent of those who committed suicide and nearly 60 per cent who attempted to do so had seen a physician within the previous six months.
Could suicidal symptoms have been recognized, and if so was successful in tervention a real possibility? For example, Motto suggested that in several cases of completed suicide, ". . . anxiety in the physician prevented his recognition of the depressive symptoms and the associated suicidal risk" (13) .
However, the work of Motto and others tends to focus on completed suicides. It is important to discover whether a wide variety of life-threatening behaviour follows similar patterns in people seeking the counsel of physicians.
Data and Method
An attempt was made to identify all cases of self-injury behaviour where the person sought help from either of the two general hospitals in London, Ontario. The data were collected from two sources between 1st June, 1970 and 31st May, 1971 as part of a comprehensive community data-gathering on self-injury cases. For the purposes of this study self-injury was defined as ". . . any case of self-inflicted overdosage, as phyxiation or injury, whether or not there was evidence of suicidal intent" (9, 16) . Some cases were missed, but the catchment system used was probably more effective than that used in previous studies (20). Of the 878 cases for which basic data were collected, it was possible to interview 531 (60 per cent) for an average of one hour each. Information was sought concerning previous treatment, previous help-seeking behaviour, previous self-injury, the types of complaints associated with previous treat ment and also the name of the patient's regular physician.
The personal physicians named by per sons who 'self-injured' were the second source of data. They were mailed a questionnaire dealing with the medical, social and thera peutic history of the patients. Three hundred and thirty-five of these questionnaires were returned (71 per cent of the 474 sent).
The two sources are complementary (this was not so in previous studies) and they can be used to some extent as corroborating data regarding specific events, and in this way the researcher is not limited to the re call of either the patient or the physician.
Results
Fifty-five per cent of the patients re ported having seen a physician during the month before their self-injury and 82 per cent during the previous six months. These reports were corroborated by the physi cians. Fifty-two per cent of the family doctors reported having seen their patients during the month before the self-injury and 79 per cent in the past six months. These rates are comparable to those found by Motto and Green (14) and Ellis et al. (4) .
Physicians have a crucial role to play in the diagnosis of potential self-injury and subsequent prevention because they are the chief source of help. When asked what help they had sought for their problems, 57 per cent reported that they had used at least one medical source in the previous six months. Forty per cent used at least one non-medical sourcet. Psychiatrists were con sulted most often and represented 32 per cent of all helpers, while 28 per cent were other physicians and 8 per cent were mem bers of the staff of the hospital emergency departments.
Most patients (72 per cent) sought some type of help for their problems, but 52 per cent felt that they received little or no aid during their last contact; nevertheless, 86 per cent feel that they can still be helped and that 63 per cent of the sources they would try would be medical.
The most common reasons for visiting a physician were a physical disease or an emotional problem -29 per cent of the patients reported that they consulted for a specific physical disease, 28 per cent for an emotional problem, 17 per cent for a checkup, 16 per cent for a somatic symp tom, 6 per cent sought medication and 4 per cent sought help for some other family member. There is no significant difference in the overall proportion of reasons given by tOf those seeking help for their problems 34 per cent tried two or more different sources.
the patients and those reported by the physicians.
There are sex differences in these helpseeking patterns -significantly more males (50 per cent) than females (35 per cent) sought help from emergency departments and psychiatrists (p < .01), whereas females more often chose their regular physician (31 per cent versus 23 per cent). Since physicians reported that 65 per cent of the female cases but only 44 per cent of the male cases surveyed were regular patients, it appears that male patients have weaker ties with personal physicians and are less likely to seek their help.
The use of drugs was involved in 85 per cent of all reported self-injuries -in 40 per cent they had been prescribed for the patient; in 25 per cent they were either prescribed for others or were non-prescrip tion drugs; and for the remaining 35 per cent information was lacking on the status of the drug. Physicians reported that they prescribed 48 per cent of the drugs used by their patients who injured themselves. It appears that patients having family physi cians are more likely to use drugs as a method of self-injury (p < .01) as 92 per cent of the cases reported by physicians involved drugs. Since patients sometimes go to more than one physician the use of pre scribed drugs is probably greater than 48 per cent; for example, Jones (8) found that 75 per cent of the drugs used in cases of attempted suicide were prescribed for the patient.
The identification of self-injury risk is facilitated by the knowledge of a number of easily determined factors which are highly associated with self-injury -previous psy chiatric treatment, previous self-injury, depression and the heavy use of alcohol. Sixty-four per cent of self-injury patients reported previous psychiatric treatment. Actual figures are probably even higher and a surprisingly large percentage of patients (45 per cent) reported previous inpatient treatment, with 91 per cent involving a stay of at least one week. Physicians reported that they had previously referred 31 per cent of the self-injury patients for psychiatric treatment. Other studies in Leicester (4), Edinburgh (10) , and Newcastle-upon-Tyne (18) report rates of previous psychiatric treatment as ranging from 42 per cent to 58 per cent.
A high incidence of previous self-injury (60 per cent) for all patients was discovered, jfowever, physicians were aware of previous self-injuries in only 20 per cent of all cases and were unsure in an additional 28 per cent.
There was under-reporting of previous self-injury on the part of the patient -46 per cent reported at least one previous selfinjury, but additional information from hospital records, physicians and police files raised this figure to 60 per cent. Where information was available from both the patient and the physician, the latter denied or was unaware of the self-injury reported by the patient in 18 per cent of the cases, but in 9 per cent the patients denied previous self-injury. Although some were reported by the physician it is quite likely that many more were not. Thus, self-injury appears to be chronically repeated rather than being an acute episode in an otherwise stable per sonality.
These rates of previous self-injury are al most double those usually found in the literature, for example, 28 per cent in Leicester (4) 39 per cent in Edinburgh (10) 34 per cent in Southern Tasmania (6) and 35 per cent in Newcastle-upon-Tyne (18) . This is probably due to the fact that more sources of information were used in this study.
Physicians were asked what indications the patient might have given as to the possibility of self-injury; in 22 per cent they felt that patients had so indicated, and that in 11 per cent there were actual threats or statements of intent. More frequent warn ings included depression, the excessive use of alcohol or other drugs and the two items discussed above -previous self-injuries or psychiatric treatment. These proved to be among the best predictors of self-injury.
At least 50 per cent of the males and almost one-quarter of the females were heavy drinkers -six or more drinks at a sitting (2, 3) . An additional 4 per cent of the males had been heavy drinkers in the past.
More than half the patients in this study were worried about their mental healthpredominant concerns were: anxiety, de pression and a fear of going insane, and physical symptoms such as insomnia, fatigue, weight gain or loss and fear of illness. Only 26 per cent of the patients had positive selfimages while over 50 per cent had a poor opinion of themselves, which is a usual accompaniment to depression.
Many patients manifested more than one of the above predictors and most had at least one. Hence, on the basis of history, the presenting problems and previous experi ence with the patient, physicians have con siderable information available upon which to diagnose potential for self-injury, and many probably acted on the basis of these data, as one-third of the patients had been referred to psychiatrists.
It would be unfair to contend that the task of prevention should fall solely or even mainly on physicians. However, by virtue of the fact that they become aware of much relevant information about their patients and that they can easily learn more, they do constitute the major 'front line' where intervention can begin.
Discussion
The results of this study thus underline the emphasis in the literature on sharpening the diagnostic skills of the physician in relation to self-injury patients. However, it may be questioned whether such educational approaches are sufficient. Similarly, the ap proach of Motto, who has focused on the anxiety and denial defences of the physician in self-injury problems, may be insufficient to make a useful impact in reducing the problem. Although education and selfexamination are important, there are al ternative approaches. Vol. 18, No. 2 Firstly, the background of the patient's crisis must be considered -in at least twothirds of the cases the patients had injured themselves before or had had previous psy chiatric treatment. This may suggest relative inadequacy of former treatment and/ or poor follow-up, and perhaps places the responsi bility with the psychiatric and social agen cies of the community rather than with pri mary physician care. Secondly, the time of crisis must be con sidered. Roughly two-thirds of these patients sought help previously from doctors, and one-half felt they did not get it. Why? It may also be questioned why the remaining one-third did not seek help when the dy namics of self-injury so frequently suggest a 'cry for help'; also why only 14 per cent sought help from social agencies. When the majority of patients after they have injured themselves feel they could still be assisted, major deficits in the help-giving facilities in this community are indicated.
Every case of self-injury may be likened to the presenting tip of an iceberg. Beneath the surface is a complex psychosocial problem, the ramifications of which (within the family, job situation and interpersonal areas) require much time and energy to understand and to help effectively. It seems that physicians in the community simply do not have the time to deal with these problems, even if the inclination is present. Like the alcoholic, the self-injury patient is often viewed as having a self-induced problem which is liable to be dishearteningly repetitive. There is a growing tendency to shift the load directly to psychiatry through referral to the general hospital emergency department -a service which can usually only give first aid, without good follow-up (7) . What seems to be required is the ability of the person in trouble to refer himself directly, or to be referred by a physician to a readily identifiable facility in the com munity. Such a facility must give early assessment and treatment or act as a clear ing-house so that such treatment can be given elsewhere.
That present helping facilities are grossly inadequate in this community of 215,000 is demonstrated by the total yearly selfinjury rate, which is at least 730 per 100,000 population per annum, and probably nearer to 1,433 per 100,000, and by 17 per cent repeat attempt rate, even within the period of the study (20). Although the doctor has been given the role of the case-finder by the community, he cannot in all reason be ex pected to cope with this load of psychopathology by also providing treatment.
The self-injury reaction to life stresses has been described in other studies as ap proaching epidemic proportions (1,5). Even so, research here strongly suggests that in many communities levels of self-injury may actually be much higher than have been previously recorded. The use of more ex tensive case-finding methods in future studies is needed to test this hypothesis. Since psychiatric and social agency facilities in this prosperous area of south-western Ontario are relatively good, the high levels of self-injury described must exist in an equal or greater degree in other geographic areas. Self-injury represents a public health problem of major proportions and requires a massive reorganization of current services to begin coping with the problem.
